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Naval Hospital Okinawa
A 41-year-old African American female with a history of 
alcoholism in remission developed acute vomiting, chills, and 
severe left upper quadrant abdominal pain while climbing Mt. Fuji 
(Shizuoka Prefecture, Japan). She presented to a Japanese hospital 
and was diagnosed with cholelithiasis. The studies obtained are 
unknown and were unavailable. 
She presented two days later to a military emergency 
department in Okinawa, Japan (a two hour flight from Mt. Fuji) 
with continued severe left upper quadrant pain, increased with 
inspiration. Her only medication was disulfiram. The remainder 
of her history was unremarkable. Her vitals signs were normal, 
except for a blood pressure of 158/93 mm Hg. She appeared to 
be in moderate distress. Her physical examination was significant 
for tenderness in the left upper quadrant with guarding but no 
rebound. She had left costovertebral angle tenderness. Her 
urinalysis showed small blood on the urine dipstick with negative 
microscopy. A non-contrast CT scan of the abdomen and pelvis, 
obtained to look for urolithiasis, showed cholelithiasis.
A contrast enhanced CT of the abdomen and pelvis was 
consistent with splenic infarction (Figure 1). Hemoglobin 
electrophoresis obtained upon admission was consistent with 
sickle cell trait. Splenic infarction in patients with sickle cell trait 
was first reported during the Korean War in African American 
pilots flying in unpressurized aircraft.1
Patients with sickle cell trait inherit a normal hemoglobin 
A gene from one parent and an abnormal hemoglobin S gene 
from the other parent. In the United States, it occurs in 7-10% 
of African Americans and is rare in people of other ethnicities.2 
Although patients with sickle cell trait are usually asymptomatic, 
they can develop splenic infarctions in hypoxic environments.3
Signs and symptoms typically include epigastric and left 
upper quadrant pain developing over 48 hours and may include 
guarding, rebound, splenomegaly, fever, anorexia, and vomiting. 
Laboratory data often show increases in lactate dehydrogenase, 
leukocystosis, thrombocytopenia, and anemia.1,2,3, A CT scan 
with intravenous contrast will demonstrate areas of multifocal 
splenic infarcts. Splenic rupture is a rare complication. Treatment 
with supportive care including oxygen, analgesia, and hydration 
is usually adequate. Patients who are unstable may require 
splenectomy.2 In this case, supportive care was provided and the 
patient recovered without sequelae.Physicians should consider 
splenic infarction in patients who develop suspicious symptoms 
after exposure to a high altitude environment.3
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Figure 1.  Contrast abdominal CT at the level of the splenic hilum 
shows lack of contrast enhancement in a large area of the anterior 
spleen.